has occurred predominately in the US , Australia (27) (28) (29) (30) , and New Zealand (31, 32) . The existing literature can be categorized under 2 headings: philosophical discussions (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) 27, 30, 32, (33) (34) (35) and empirical studies (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) (25) (26) 28, 29, 31) . The philosophical discussions most often focus on the ethical implications of CTOs. The empirical studies have evolved from small-sample, retrospective, pre-and posttest designs of hospital bed-day use (16, 18, 21, 26, 29) to large-sample studies that focus on hospital bed-day use as well as on clinical observations of overall functioning (15, 17, 19, 20, (22) (23) (24) (25) 28) . However, each jurisdiction has its own unique criteria for CTOs, and for this reason, comparing experiences among jurisdictions must be done with caution.
To date, there are no available published empirical studies of patients in Canada who have been issued CTOs. Therefore, this study shares the results for patients (n = 25) who were issued CTOs at the Royal Ottawa Hospital, a specialty tertiary care psychiatric teaching hospital in the Champlain District of Eastern Ontario. We examined the profiles of the first patients to be issued CTOs at the Royal Ottawa Hospital to understand their characteristics and the effectiveness of CTOs in changing hospitalization and support service use patterns.
Method
A standardized information collection tool was developed by the Champlain District's CTO coordinators, based on the information required by the Ontario Ministry of Health and Long-Term Care. The tool was completed when a CTO was first issued and then updated to reflect both the patient's ongoing involvement with the legislation and related clinical outcomes. We examined admission information from other area hospitals to understand each patient's service use patterns. Patients were notified about ongoing data collection to monitor sociodemographic characteristics and clinical outcomes. We used the date of signing the CTO as the dividing mark between pre-and post-CTO activity. In no case was the person discharged from hospital prior to signing the CTO.
We collected data retrospectively for both the pre-and post-CTO use of community services. Community services included crisis services, the hospital outpatient department, medication management clinics, the assertive community treatment team, case management services, addiction services, private psychiatrists, supportive housing services, nonpsychiatric medical care, and community mental health services. The protocol was approved by the Royal Ottawa Hospital's Research Ethics Board.
Results

Sociodemographic Characteristics
The patients' mean age was 45 years (range 20 to 70 years), and 60% of patients were men. Almost three-quarters (72%) were single and never married; only 12% were currently living with a partner. Two-thirds were receiving Ontario Disability Support payments; fewer were supported on CPP Disability Benefits (16%) and Seniors Benefits (12%). Only 4% received no formal monetary support. Almost two-thirds of patients (64%) had been given a diagnosis of schizophrenia (44% of whom had a concurrent diagnosis of substance dependence). Over one-quarter (28%) had received a diagnosis of schizoaffective disorder (29% of whom had concurrent substance dependence); 8% had received a diagnosis of bipolar disorder (50% of whom had concurrent substance dependence). This rate of concurrent disorder is much higher than that reported in the general population (36) . Additional concurrent disorders included personality disorder (4%) and panic disorder (4%).
Over one-half the patients (56%) were assessed as being without capacity to consent to treatment. Of those unable to consent to treatment, 85% had a family member as their substitute decision maker, and 15% had the Public Guardian and Trustee Office.
Sociodemographic characteristics of this sample are consistent with characteristics of a sample of patients issued CTOs in the Toronto area in 2001 (37) . Psychiatric diagnostic profiles were similar (although concurrent disorders were not recorded), as were age and relationship status and ability to give consent. This suggests that, according to available data, CTOs are being considered for patients with similar sociodemographic backgrounds.
Changes Following CTO Involvement
We examined patients' health and support service use patterns following their involvement with a CTO. We recorded changes for use of hospital and support services, as well as housing status.
Hospital Use Rates. We compared the number of hospital admissions and the length of hospital stays for patients before and after CTO involvement. There was a significant decrease in the number of hospital admissions between the year prior to the CTO and the year following the CTO (t = 6.56, P < 0.01). In the year prior to first issuance of the CTO, 78% of patients had 2 or more admissions to hospital. The range was 1 to 4 admissions, and the mean was 1.96 admissions. In the year after first issuance, 56% of patients had no admission to hospital. The range was 0 to 3 admissions, and the mean was 0.6 admissions. In addition, the overall number of days spent in hospital in the year prior to CTO involvement decreased significantly in comparison with the number of days spent in hospital following CTO involvement (mean 130, SD 86 vs mean 22, SD 38; t = 6.30, P < 0.01). Thus results demonstrate that CTO involvement was related to a significant decrease in both the number and length of hospital admissions.
Use of Support Services. Support services were defined as community-based crisis, mental health, or medical services distinct from hospital services used during an admission. Many persons with severe and persistent mental illness are often disconnected from community-based support services (38) . Because the mandate of CTOs is to increase care offered to the patient in the community, we measured the use of such services to compare the change in use rates prior to and following a CTO. Following a CTO, there was a significant increase in the range of services used by patients (P 2 = 15.48, P < 0.01). Specifically, the range of services used increased from primarily only hospital outpatient department services to additional supportive services based in the community (over 75% of patients reported using 2 or more services). Again, results demonstrate that a CTO was related to increased access to, and participation in, community-based supportive services.
Housing. We recorded the type of housing used by each patient pre-and post-CTO involvement to identify changes from marginalized, inappropriate, or unsupportive arrangements to more supportive arrangements. Housing options measured included private home, subsidized unit, supported housing, domiciliary hostel or shelter, or homelessness (without shelter use). Following CTO involvement, there was a significant change in the type of housing used by patients (P 2 = 13.16, P < 0.05), with the most marked increase being in the number of patients in supported housing arrangements. Results demonstrate that CTO involvement for patients was related to increased involvement in supportive housing arrangements.
Consent and Capacity Board Activity.
A total of 47 CTOs were issued to 25 patients. Prior to issuance of a CTO, patients must receive rights advice and have the opportunity to contest the proposed CTO, regardless of their capacity to consent. No patient in the sample chose to contest the CTO before the Consent and Capacity Board.
Legislation requires that a mandatory Consent and Capacity
Board hearing occur at the second renewal of a CTO. During the period of time studied, only 2 patients had their CTO renewed a second time.
Discussion
This study examined the population of patients within a specialty psychiatric hospital who were issued CTOs since their introduction in Ontario. More specifically, we examined patients' sociodemographic characteristics to determine patterns in the profile of who is placed on a CTO and how this patient population compares with other available Canadian profiles. In addition, we examined changes in hospital use patterns and use of support services, as well as changes to housing status, following the issuance of a CTO. We found that all these CTOs were initiated in the hospital, and none were contested. Findings of this study also suggest that persons placed on a CTO experience a serious and persistent mental illness and that most have a concurrent substance dependence disorder.
Our study findings are consistent with studies in the US and Australia that demonstrate reduced hospital use and increased use of other supportive services. However, our study had a small sample size and measured a limited number of outcomes. Further, Geller's work has confirmed that regression plays some role in the positive outcomes of mirror image studies (20) . Therefore, the generalizability of these effectiveness findings is restricted. Expansion of both the sample and the range of outcomes will permit more conclusions to be made about the effectiveness of CTOs in patients' lives.
The legislation allows for CTOs to be initiated in the community, but it has been our experience that most, or in the case of this study all, CTOs are initiated in the hospital. The patients for whom CTOs are intended are those who do not voluntarily engage in follow-up. The criteria for issuing a CTO in the community are such that patients must meet Form 1 criteria and be without capacity to consent to treatment. These patients have most likely been noncompliant with treatment for some time prior to contact with psychiatry services. Therefore, an inpatient admission for assessment and stabilization is indicated before a CTO is organized.
The lack of Consent and Capacity Board activity needs to be explored further; it is our assumption that these orders are not contested because they are reasonable. They contain nothing more intrusive than treatment routinely advised upon discharge from hospital. Most patients have experienced a recurrence of symptoms caused by noncompliance that has resulted in involuntary readmission to hospital. The CTO acknowledges this possibility and provides a strategy to avoid it.
Future studies need to systematically evaluate the efficacy of all aspects of the CTO plan to determine the critical elements of their success from the perspective of both patients and health care professionals. Finally, the optimal match between patient characteristics and the multidimensional aspects of care mandated by CTOs must be examined. Résultats : La délivrance des OTMC était associée à une réduction statistiquement significative du nombre et de la durée des hospitalisations, et à une utilisation accrue des services de soutien communautaires et du logement supervisé.
Conclusion :
Les OTMC sont des outils efficaces pour permettre aux patients de vivre dans le cadre le moins restreignant possible pendant qu'ils reçoivent divers services, et pour réduire le taux et la durée des réhospitalisations.
